Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: My Kind Heart CHAPTER 100.1
Address: Inspection Date: September 18, 2020 Initial
98-034 Kuleana Place, Pearl City, Hawaii 96782

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
. CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1

(a)

All individuals who either reside or provide care or services

to residents in the Type I ARCH, shall have documented DID YOU CORRECT THE Gﬁﬁmfﬂmﬁzqmww Ly N..w on

evidence that they have been examined by a physician prior y Nw\m . AR

to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU

and thereafter shall be examined by a physician annually,
to certify that they are free of infectious diseases.

FINDINGS
Substitute care giver (SCG) #3 - No examination by a

physician. Submit a copy with the plan of correction
(POC).

SCG #4 - No examination by a physician. Submit a copy
with the POC.
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services
‘to residents in the Type I ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type [ ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS . N
Substitute care giver (SCG) #3 - No examination by a R\ @/ W H oy ad et
physician. Submit a copy with the plan of correction
(POC). o N2 Vo ook ACex .
SCG #4 - No examination by a physician. Submit a copy
with the POC. % (SRAN N {REPVEN s nC\,(O
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(®)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT ,HE,H ﬁﬁﬁmﬁmﬁZﬁ%q /f / .
evidence of an initial and annual tuberculosis clearance. és. . W\ W2\
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Primary care giver (PCG) - No tuberculosis (TB) clearance. <
Submit a copy with the POC. Av/bo(fum e aokodnal /@,Vb /ﬁ@h & mm R
SCG #3 - No screen for symptoms consistent with Qliocnz 2 alducalah e s(
pulmonary TB. Submit a copy with the POC. n AM. ﬂ\A -
SCG #4 - No screen for symptoms consistent with
puimonary TB. Submit a copy with the POC. ~
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-9 Personnel, staffing and family requirements. PART 2
®
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN
-evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Primary care giver (PCG) - No tuberculosis (TB) clearance. IT DOESN’T HAPPEN AGAIN?
Submit a copy with the POC. . N )

M \/l.Vy - mw o - -
SCG #3 - No screen for symptoms consistent with b X 3 m\ &= rﬂ)m/«/ .
pulmonary TB. Submit a copy with the POC. o hood ﬁ‘W MW\.‘ Q y\AV )
SCG #4 - No screen for symptoms consistent with , , < < 5
pulmonary TB. Submit a copy with the POC. \| @2 - RS NN T A
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(e)(3)
The substitute care giver who provides coverage for a period
less than four hours shall: DID YOU CORRECT Hmﬂmmwwﬂmﬁﬁwznuﬁ , / /
X \ COUL W 24
Be currently certified in first aid; USE THIS SPACE TO .HHHLW US HOW YOU
CORRECTED THE DEFICIENCY Q:\ [ \ 2
FINDINGS :
SCG #1 - No first aid certification. Submit a copy with the T - T -
POC. Olocse - S22 cuker Dud Kv,c
SCG #2 - No first aid certification. Submit a copy with the N B
POC. m&h WODN w?r AR
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
M,wwmwoo;-w Personnel, staffing and family requirements. PART 2 Jate
e
WNM M%%MWMWW %M,Mwmmﬁm nsro provides coverage for a period FUTURE PLAN
Be currently certified in first aid; USE THIS SPACE TO EXPLAIN YOUR FUTURE.
—— T e oo B T
8CG #1 - No first aid certification. Submit a copy with the )
e VR PRSSSN\Y ,Zu\m(,aso ot SC& AT

SCG #2 - No first aid-certification. Submit a copy with the
POC.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date
§11-100.1-9 Personnel, staffing and family requirements, PART 1
M
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection (&) shall:
USE THIS SPACE TO TELL US HOW YOU
Be currently certified in cardiopulmonary resuscitation; CORRECTED THE DEFICIENCY
FINDINGS
SCG #1 - No cardiopulmonary resuscitation (CPR) S #]  KORpeLL W. thype A\ sﬂ.\.NO
certification. Submit a copy with the POC. .
Done WITH HIf CPR and bOT THC
SCG #2 - No CPR certification. Submit a ith th
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date
] | §11-100.1-9 Personnel, staffing and family requirements. PART 2
B
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements FUTURE PLAN
specified in subsection () shall:
USE THIS SPACE TO EXPLAIN YOUR FUTURE

Be currently certified in cardiopulmonary resuscitation; PLAN: WHAT WILL YOU DO TO ENSURE THAT

’ ?
FINDINGS IT DOESN’T HAPPEN AGAIN?
SCG #1 - No cardiopulmonary resuscitation (CPR) \ /,ﬂw./,w&

certification. Submit a copy with the POC. y

SCG #2 - No CPR certification. Submit a copy with the
POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-12 Emergency care of residents and disaster PART 1
preparedness. (a)(3)
The licensee shall maintain written procedures to follow in
an emergency which shall include provisions for the DID YOU CORRECT ‘HE.H D mwmﬁﬁﬁwz_d%.w \ ,/,/Q:/ o\
following: , /«N\W. .
USE THIS SPACE TO TELL US HOW YOU
Response to disasters which would include evacuation, CORRECTED THE DEFICIENCY
emergency shelters, and food supply, and as directed by the
Civil Defense. ) / \ 0&/ 2

FINDINGS
No disaster procedure. Submit a copy with the POC, +
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-12 Emergency care of residents and disaster PART 2
reparedness. (a)(3)
The licensee shall maintain written procedures to foliow in
an emergency which shall include provisions for the FUTURE PLAN
following:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Response to disasters which would include evacuation, PLAN: WHAT WILL YOU DO TO ENSURE THAT
emergency shelters, and food supply, and as directed by the IT DOESN’T HAPPEN AGAIN?
Civil Defense. )
FINDINGS ; e @///?/ﬁ
No disaster procedure. .Submit a copy with the vOO.z\ VAU;/ W.O(mv./wﬁa @ A ﬂ\@m,rk, mnx\_\tm = i
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-23 Physical environment. (h) PART 1
The Type I ARCH shall maintain the entire facility and
equipment in a safe and comfortable manner to minimize
hazards to residents and care givers. e ol \ [ \ 2 _

FINDINGS
Missing light bulbs from the following light fixtures:

Bedroom #2 - Two (2) of four (4) light bulbs missing.
Bedroom #4 - One (1) of three (3) light bulbs missing.
Bathroom - One (1) of three (3) light bulbs missing.

Family room - One (1) of four (4) light bulbs missing.

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
] | §11-100.1-23 Physical environment. (h) PART 2 Rate
The Type I ARCH shall maintain the entire facility and
Ragards t rescents and care givers FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Missing light bulbs from the following light fixtures: PLAN: WHAT éFm YOU DO TO ENSURE THAT |5 [ |2
Bedroom #2 - Two (2) of four (4) light bulbs missing. IT DOESN’T HAPPEN AGAIN?
Bedroom #4 - One (1) of three (3) light bulbs missing. | wiuL MOke Surt TO Ghecig Aw
Bathroom - One (1) of three (3) light bulbs missing. BediroonaS  ever  FET SATUrDAY
Family room - One (1) of four (4) light bulbs missing. OF THC WMeNTH -
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Licensee’s/Administrator’s Signature:
Print Name:

Date:

Licensee’s/Administrator’s Signature:
Print Name:

Date:
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